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DENTAL EQUIPMENT 


THE slow revival of international trade since 
the war period is year by year bringing a 
wider selection of dental goods to the notice 
of the profession. However, we have still a 
very long way to go before we will be able to 
buy just what we want irrespective of its 
country of origin. The Dental Trades Exhibi- 
tion held last month in London gave the 
profession a chance to see the changes that 
have been brought about over the past four 
years since the last exhibition. There has 
been no startling major change, but there is 


'a wider approach to the problem of design 


which is producing equipment that is not 
only more appealing but more accessible to 
the operator. This is an outcome of the 
present trend whereby the dental surgeon is 
now comfortably seated while he operates. 
Everything that he requires must be within 
reach if he is to get the full use of a travelling 
stool. The co-operation of the dental traders, 
which has always been a close relationship, is 
still of vital importance if some of the occupa- 
tional diseases of dentistry are to be eradi- 
cated. Although nearly all dental manu- 
facturing firms have a liaison with the pro- 
fessional needs through a single consulting 
dental surgeon or a team of dental surgeons 
who advise them, is this the best method of 
co-ordinating the problems of the surgery and 


the manufacturer? Would it not be possible 
to set up some form of dental advisory 
council which any member of the dental 
trades association could consult? It would 
obviously have to be a completely independent 
body preferably elected by the dental trades 
association. Advice would only be given on 
specific request, there should be no question 
of demand or dictatorship of opinion on 
existing equipment, the manufacturers must 
inevitably have the last say in the production 
of their own material. It would be merely a 
question of guidance on certain aspects of 
new equipment. The cost of dental units and 
other large necessary equipment rises each 
year and the obvious question that springs to 
mind is whether it is all necessary. One small 
point that many traders and the profession 
have asked is “‘Why do we have to have both 
hot and cold air on the unit?” Is this abso- 
lutely necessary or is it just there because it 
always has been? A review of items like this, 
which the dental traders have been taught are 
essential, might save time and money if some 
representative body would give an honest 
opinion. This is not to interfere with the 
excellent work being performed by the British 
Standards Institute on Dental Materials; it 
would merely be to guide dental traders on 
certain aspects of equipment if they so wished. 


69 





The DENTAL PRACTITIONER 





A SYMPOSIUM ON CLEFT PALATE 





fil. THE ORTHODONTIC TREATMENT OF 
DENTAL DEFORMITIES DUE TO CLEFT 
LIP AND PALATE* 


By M. A. KETTLE, F.D.S. R.C.S. 


A REVIEW of the factors which contribute to 
the dental deformity in cleft lip and palate is 
necessary before embarking upon the ortho- 
dontic treatment. We must also determine 
which factors are likely to be influenced by 
this treatment. 


THE CONTRIBUTING CAUSES OF 
DEFORMITY 


1. A medial deflection of the maxillary 
segments after the primary lip operation due 
to forces exerted by the lips. 

2. A lag in the influence exerted by the 
nasal septum on the downward and forward 
growth of the upper arch. 

3. A defect in the forward thrust of the 


upper arch due to the surgical interference of 


the pterygo-palatine and the _ transverse 
palatine sutures primarily and later due 
possibly to the presence of avascular scar 
tissue in relation to these sutures. 

4. Limitation of the appositional growth 
of bone which brings about descent of palate 
due to the presence of avascular scarred palatal 
mucosa. 

5. The absence of the forward development 
of the upper arch due to defective upper lip 
activity. 

6. Soft-tissue interference with the forward 
development of the upper arch and a forward 
displacement of the lower incisors which may 
be caused by the movements of the tongue to 
the upper lip during deglutition. 

7. The defective growth potential of the 
bone in cleft-palate patients. 


THE LIMITATIONS OF ORTHODONTIC 
TREATMENT 
Many of these factors become fundamental 
in their influence to bone growth once they 
occur. An operation or a congenital defect 
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which limits the capacity of a growth centre 
to fulfil its growth potential cannot be 
modified by orthodontic treatment. 

The factors which can be modified are those 
due to the influence of abnormal soft tissue in 
the mouth. They are:— 

1. A change in position of arch segments 
due to muscular forces. 

2. The soft-tissue influences upon alveolar 
bone and on the position of the teeth. 

3. A release of the mutual contact of the 
anterior part of the arch segments in complete 
cleft palate which permits deposition of 
alveolar bone in this region. 


THE BASIC APPROACH TO ORTHODONTIC 
TREATMENT OF CLEFT LIP AND PALATE 
DEFORMITY 


In the past the medial collapse of the bony 
segments of the upper arch in complete clefts 
of the palate was always encouraged so as to 
create a firm, stable, bony mass upon which to 
build up prosthetic restorations. This usually 
entailed the acceptance of a gross dental and 
facial deformity which could only be medified 
by the use of extensive prosthesis. 

Orthodontic treatment was usually confined 
to the modification of the local position of 
teeth. This approach was probably due to an 
acceptance of the fact that any improvement 
in the position of the collapsed arch segments 
produced an unstable result. These movements 
would be made in the face of abnormal muscle 
forces and unless retained by prosthesis would 
relapse into the original pattern. In addition 
to this there was the considered risk that any 
expansion movement of the arch segments 
might cause a breakdown of the scar tissue 





* Being Part III (March) of a Symposium on Cleft 
Palate given at the February and March meetings of the 
British Society for the Study of Orthodontics. 
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uniting them in the palate, together with the 
production of increased transverse tension in 
the soft palate, resulting in a deterioration in 
speech. 

Harvold (1949), of Oslo, introduced a 
different approach to the treatment of these 
patients. Instead of accepting the collapsed 
position of the arch segments he showed that 
it is possible to move them back by expansion 
with fixed appliances into positions which 
approximate to the normal in their relation- 
ship with the lower arch. The scar tissue which 
joins the two segments in the palate does not 
break down as a result of this expansion move- 
ment, but any fistulae which may be present 
increase in size. Far from any deterioration 
in speech it has been observed that there is 
considerable improvement and the soft palate 
becomes more relaxed. The expansion move- 
ment which results in a widening of the upper 
arch takes place mainly in the anterior part 
of the upper jaw in complete cleft of the pal- 
ate; the fulcrum of movement probably being 
in the region of the maxillo-zygomatic suture. 
The movement of the medial edge of the palatal 
process of the palatine bone would therefore 
be in a medial direction. This movement may 
result in a decrease of the transverse tension 
of the soft palate. The changes in speech in a 
srowing child are difficult to assess. Serial 
recordings of the child’s speech are made on 
to a tape-recording machine in the Children’s 
Department, Guy’s Hospital, so that a con- 
tinuous record may be made during develop- 
ment and treatment. 


THE REACTION TO CHANGE IN THE 
ALVEOLAR CLEFT REGION IN COMPLETE 
CLEFT OF THE PALATE 


The medial collapse of the segments due to 
the action of the lip muscles is considerably 
influenced by the presence of teeth in the region 
of the cleft between the alveolar processes. 
The teeth are usually seen at the extreme end 
of the defective border of the alveolus and the 
roots are covered by a thin layer of bone. 

The exfoliation of deciduous teeth and the 
development and eruption of the permanent 
teeth is accompanied in the normal by the 
apposition of alveolar bone to accommodate the 


larger teeth. In complete cleft palate this 
exfoliation is usually accompanied by a further 
medial collapse of the arch segments due to the 
continuous muscular action of the lips. The 
loss of space which results from this movement 
creates a gross irregularity of the teeth 
adjacent to the cleft. The crown of the tooth 
projects towards the bony defect. There is 
probably a different rate of bone growth on 
each side of the tooth, that on the cleft side 
being slower than that on the other so that the 
tooth is tilted and rotated along its long axis. 

Harvold (1949) has already described the 
further collapse that follows the extraction of 
teeth in the line of the cleft until a new state 
of balance is maintained between the forces 
exerted by the action of the lip muscles and 
the arch segments. 


THE LOCAL ALVEOLAR RESPONSE IN 
COMPLETE CLEFT PALATE TO 
EXPANSION MOVEMENT 


When the upper arch in complete cleft 
palate is expanded and the arch segments are 
moved out of contact a proliferation of soft 
tissue occurs on the cleft border of the alveolar 
process. This growth usually keeps pace with 
the expansion movement and is followed by 
the formation of alveolar bone. Sufficient 
alveolar bone is often laid down to allow 
irregular teeth to move into better alinement. 
This phenomenon seems to be confined to the 
alveolar region and is variable in its response. 
It is laid down more readily in the young, 
especially when the adjacent teeth are in a 
state of eruption. Soft-tissue interference may 
inhibit its formation. Mobile  scar-tissue 
attachments from the lip to the outer border 
of the alveolus, an excessive scar bulge on the 
inner surface of the lip, or a playing habit of 
the tongue will all interfere with this bone 
formation. An inherent defect in the growth 
potential of cleft-palate patients may also be 
a factor. 


THE AIMS OF ORTHODONTIC TREATMENT 


1. To prevent the occurrence of gross 
deformity. 

2. To restore the normal overall contour of 
the upper arch. 
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3. To relate the two arches in size by expan- 
sion in the upper arch and if necessary by 
extractions from the lower arch. 

4. To encourage good functional exchange 
between the arches so that the mandible may 
exert an influence on the development of the 
upper arch. 

9. To improve the profile and the facial 


contours. 


EARLY ORTHODONTIC TREATMENT OF 
COMPLETE CLEFT PALATE 
UNILATERAL COMPLETE CLEFT PALATE 

As a general principle orthodontic treat- 
ment is avoided in unilateral complete cleft 
palate before the age of 5-6 years. It was 
shown in the previous paper that little suture 
growth in the palate either anteroposteriorly 
or laterally takes place between birth and 
4—5 years. The main increase in size which 
takes place before 4—5 years is due to the 
apposition of the alveolar bone required to 
accommodate the deciduous dentition. The 
difficulty with co-operation in the very young 
together with the extended retention period 


required are the main disadvantages. Con- 
siderable emphasis, however, should be placed 
on the importance of conservative treatment. 

The success of the ultimate treatment, how- 
ever, depends upon a forward position of the 
upper incisor teeth and the anterior part of 
the upper arch. Any tendency towards a 


prenormal incisal relationship should be 
corrected where possible. A marked defect 
in the incisal relationship at an early age can 
usually be attributed to the local pressure from 
the upper lip. The defects which bring this 
about may be scarring inside the lip, thickness 
of the lip, agenesis of tissue, or immobility of 
the upper lip. In these cases removal of the 
local cause by surgery will prove to be of great 
value. Where gross displacement of the 
anterior part of the upper arch occurs at an 
early age there is a very strong case for an 
Abbé flap or similar operation to be performed 
at the age of 5-6 years. A more favourable 
balance of the lips is thus created before the 
eruption of the upper permanent incisors and 
as the active increase in the anteroposterior 
length of the palate is taking place. 
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In those cases where the lip balance jg 
favourable from the time of the lip operation 
the anterior part of the upper arch can be 
maintained forwards. In the favourable cases 
the lesser segment has been displaced farther 
medially. It is not necessary as a rule to 


0-7 mm. platinized 
gold wire 





Fig. 1.—Modified type of W spring, soldered to 
anchor bands. For use in very young patients. | 


correct this displacement in unilateral com- 
plete cleft palate until the eruption of the per- 
manent upper incisors. 


COMPLETE BILATERAL CLEFT LIP AND PALATE 

In complete bilateral cleft lip and palate so 
many factors are acting upon the growth and 
development of the upper arch, and _ these 
patients suffer from such gross deformity later, 
that it is advisable to initiate orthodontic 
treatment as soon as the child is old enough to 
co-operate. Bony reaction in the alveolar 
region to expansion treatment is much more 
marked in the young. A marked medial 
collapse of both buccal segments takes place 
after the initial lip operation. A _ lateral 
expanding movement of the buccal segments 
which moves the anterior ends of the buccal 
segments out of contact with the anterior 
premaxillary segment is followed by a deposi- 
tion of alveolar bone next to the cleft line on 
the proximal edge of each segment. Sufficient 
space is created for the alinement of the 
temporary teeth and more room is made for 
the eruption of the permanent teeth into a 
good relationship with the lower arch. The 
segments have to be retained in their new 
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positions, and in particular the anterior 
segment must be maintained in a forward 
position. This is usually done with a simple 
removable appliance. 

The Apparatus.—A simple appliance must 
he used for voung children. A W spring made 
in platinized gold wire soldered directly to 





Fig. 2.—Before treatment. 


bands on EE, as first suggested by Pringle 
(1950), is quite sufficient to move the two 
huecal segments into proper relationship with 
the lower arch (Fig. 1). The appliance is 
removed for each adjustment and re-cemented 
into position. Provided that an unimpaired 
exaggerated thrust by the nasal septum has 
occurred, the anterior segment is maintained 
well forwards by the occlusion of the lower 
incisors during this expansion movement. In 
those cases where a section has been removed 
from the vomer or the anterior lip pressure is 
excessive and the premaxilla has been deflected 
backwards, then this area will take prior 
claim to the initial treatment. This will be 
discussed later in the paper. 


THE ORTHODONTIC TREATMENT AT THE 
OPTIMUM AGE OF THE DENTAL DEFOR- 
MITY RESULTING FROM COMPLETE 
UNILATERAL CLEFT LIP AND PALATE 


The loss of the temporary upper incisor 


teeth and the eruption of the permanent 


incisors is usually accompanied by a further 
deterioration of the incisal relationship. The 
period of eruption of the upper incisor teeth 


is therefore found to be a favourable time to 
commence the orthodontic treatment. 

When the child reaches the age of 6—7 years 
the dental deformity will generally be seen 
to have assumed one of two basic types. 

The Favourable Type.—The upper arch is 


long anteroposteriorly and narrow laterally. 





Fig. 3.—After treatment. 


The anterior part of the larger segment is sup- 
ported in a forward position. There is consic- 
erable medial deflection of the lesser segment. 

The profile is good and the posture of the 
lips shows that a typical tooth-apart swallow 
pattern, as described by Rix (1946), is 
performed. 

In a typical case considered the angle 
S.N.A. was 77-5°, which is less than the 
normal 80-79° (Reidel, 1948), showing a lag 
in the forward projection of the anterior part 
of the upper arch. The angle N.S. upper first 
permanent molar was 73”, greater than Brodie’s 
(1942) figure for the normal (67-5°). 

The Unfavourable Type.—The upper arch 
is short anteroposteriorly and wide laterally. 
The anterior part of the larger segment has 
been deflected backwards. The medial deflec- 
tion of the lesser segment is not so marked as 
in the other type. 

The profile is poor and the posture of the 
lips shows that an atypical or reversed tooth- 
apart swallow pattern is performed. It is 
interesting to note that angle N.S. upper first 
permanent molar is again 73°, but that angle 
S.N.A. is 75°, rather less than in the previous 
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case. This would indicate that the deficiency 
in the upper arch is more marked in the 
anterior region and is due more at this stage 
to the influence of an immobile upper lip. In 
such a case further surgery on the upper lip at 
this stage would decrease anterior pressure. 


" 0-8 mm. S.S.wire 


(| Q 


Fig. 4.—The appliance. 


Treatment.—The principles of orthodontic 
treatment are the same for both types: the 
movement of the lesser segment laterally out 
of contact with the larger segment into a 
correct bucco-lingual relationship with the 
lower arch. A lateral expanding pressure is 
also supplied to the larger segment, which 
does not move as readily because of its 
attachment to the nasal septum. The move- 
ment of the larger segment is lateral in the 
upper canine region and laterally and forwards 
in the anterior part of this segment. The slight 
forward movement often has the effect of 
improving the incisal relationship. In the 
favourable type extra forward traction of the 
upper incisors is required and extraction of 
two lower premolars often necessary ( Figs. 2, 3). 

The aim of the treatment at this stage is to 
recreate the upper arch into a normal state, 
encourage extra bone growth, and maintain 
an adequate arch into which subsequent teeth 
can erupt into good positions. 

The Appliance.—The type of appliance that 
Harvold uses for the treatment of complete 
unilateral cleft palate is shown in Fig. 4. 
Bands are constructed on the upper first 
permanent molars when possible, but if these 
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teeth have not erupted sufficiently it is better 
to use the upper second deciduous molars, 
The lock attachment has a vertical Selmer 
Olsen tube and a staple of 0-6-mm. S.S. hard 
wire also welded to the palatal side of the band, 
This type of locking attachment has the 
great advantage that the palatal bow can be 
bent directly in the mouth out of slightly 
softened 0-8-mm. S.S. wire. 

By this means a new bow can be made when 
movement has taken place away from the old 
bow. A stable appliance is necessary and this 
method of changing the palatal bow at regular 
intervals is found to be a satisfactory method 
of maintaining its stability. An auxiliary 
spring in 0-3-mm. or in 0-4-mm. hard S.S. wire 
with a high degree of mobility anteriorly is 
used to produce the rotation of the segments. 
A slight degree of tension is put into the main 
bow so that a wider range of movement is 
given to the fine wire. The fine wire springs 
are ligated into position so that their —— 
and efficiency are increased. 

Occlusal X-rays will usually show the extent 
of the lateral expansion. Owing to the super- 
imposition of other bony structures it is 


Fig. 5.—Superimposition of tracings of lateral 
skull radiographs of above patient. Before and 
after treatment. 


difficult to assess the extent of new bone which 
is laid down. The tracing from lateral X-rays 
shows that the forward movement of the 
incisors has not brought about any forward 
movement of the apices of these teeth 


(Fig. 5). When the upper arch has been 
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moved into a favourable size and shape it is 
maintained by means of a removable appliance 
or denture. As soon as the patient is old 
enough this is replaced by a fixed bridge which 
serves to splint the arch segments in their 
expanded position. 


ORTHODONTIC TREATMENT IN PATIENTS 
WITH A CLEFT OF THE HARD AND SOFT 
PALATE ONLY 


Patients with incomplete cleft palate and 
intact alveolar arch do not show much arch 
deformity before the 5-6 year group. The 
degree of overbite before this age group usually 
decreases progressively owing to the lag in the 
downward and forward growth of the upper 
arch. This lag is probably the result of 
interference with appositional growth in the 
palate caused by the presence of avascular 
scarred palatal mucosa. 

The absence of forward projection of the 
upper arch becomes more apparent from 
5-6 years. The period of increase in antero- 
posterior length of the palate which is seen in 
the normal arch during the eruption of the 
first permanent molar is seen to be retarded 
in these patients with incomplete cleft of the 
palate. The upper permanent incisor teeth 
may erupt into prenormal occlusion, not in 
this case owing to the anterior pressure of the 
upper lip, which is usually intact, but to the 
defective growth activity in the pterygo- 
maxillary and transverse palatine sutures. 
The defective growth may be the result of the 
surgical interference with these sutures or to 
the subsequent deficiency in their blood- 
supply due to the presence of overlying 
avascular scar tissue. 

The treatment of these cases is directed 
towards the establishment of the correct 
incisal relationship and_ sufficient lateral 
expansion to produce space for the eruption 
of the premolars. 

The appliance used is a 0-8-mm. S.S. wire 
palatal bow attached to bands constructed on 
either the first upper permanent molars or 
on the second upper deciduous molars. The 
method of attachment described in the 
previous type is the most satisfactory, as it 
lends itself to a ready means of replacement 


of the bow as tooth movement is effected. 
Fine wire auxiliary Friel springs are used to 
move the teeth as described by Lilah Clinch 
(1935) in a paper to this Society. The move- 
ment of the teeth in these cases is the true 





Fig. 6.—Superimposition of tracings of lateral 
skull radiographs to show the range of movement 
during orthodontic treatment of patient with 
repaired incomplete cleft of hard and soft palate. 


orthodontic movement of tooth through bone, 
whereas in all the conditions of complete cleft 
palate the whole bone segment is moved, 
carrying the teeth with it. 

The lateral skull X-ray tracings show the 
result of treatment in the case illustrated 
(Fig. 6). Unfortunately the upper arch is not 
stable in its finished result, so that it must be 
stabilized by prosthesis or bridge work. The 
other alternative is to stabilize relationship 
with premolar extractions, possibly lower 
first premolars and upper second premolars, 
but the result is not ideal because of a deteriora- 
tion in the profile appearance. 


THE MecNEIL (1954) METHOD OF TREAT- 
MENT TO CLOSE PALATAL DEFECTS 
BY STIMULATION 


A large proportion of patients who have 
successful primary palatal operations at an 
early age do not suffer from gross develop- 
mental defects of the upper arch. The criterion 
appears to be a single non-traumatic primary 
operation so that a minimum of scar tissue is 
laid down in relation to the developing bone. 
A marked lag in the growth of the upper arch 
or even gross deformity is often associated with 
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a history of secondary operations on the 
palate; usually for the closure of fistulze, which 
have resulted from a partial breakdown of the 
primary operation. 

At the last demonstration meeting McNeil 
demonstrated a method of closure of palatal 
defects as a result of stimulation of the cleft 
edges. A removable upper appliance was used 
to which was fitted two main movable parts. 


i 


activity of the bone-growth centres has larvely 
stopped, so that there is little hope of encou ‘age 
ing general development by orthodontic treat- 
ment. The arch segments are in a state of 
balance with the lip muscles and with each 
other anteriorly (Fig. 7, A). The lesser segment 
is also deflected upwards, so that the vertical 
height of the teeth on this side is less than that 
of the greater segment which is attached to 


Fig. 7.—Models A, before, and B, after treatment. 


One, which was palatally placed, was moved 
by the action of the tongue, and this portion 
moved in turn two small elements suspended 
on fine wires into the palatal defect. The 
action of the two small elements agitated 
against the cleft edges of the defect and caused 
a proliferation of soft tissue to grow medially. 
The growth of the soft tissue is claimed to 
be followed by the deposition of new bone. 
McNeil showed models of cases in which 
complete closure of the palatal defect was 
brought about by this means. The great value 
of this treatment may be to provide a way 
of closing certain palatal defects without 
resorting to secondary surgical procedures on 
the palate. 


LATE TREATMENT IN COMPLETE CLEFT 
LIP AND PALATE 


The young adult patient in the 16-20 years 
age group presents a different problem. The 
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the nasal septum. The discrepancy in vertical 
height of the two segments arises from a 
difference in their capacity to offer resistance 
to upward forces exerted by the tongue. 
The lip which has brought about a medial 
ccllapse of the arch segments by its muscular 
activity becomes itself adapted by contracting 
onto a bony foundation which has decreased 
in size. The profile is adversely affected by this 
further discrepancy in the posture of the lips. 
The upper lip becomes more fixed in its move- 
ments and offers greater resistance to any 
change in the position of the arch segments. 
The forces of occlusion have usually played 
a part in fixing the segments of the arch in a 
stable position. This fact, together with the 
slower bone reaction to expanding forces, 
increases the difficulty in changing the arch 
form (Fig. 7, B). The scar tissue, which offers 
little resistance to expansion forces at an 
early age, now tends to bind the arch segments 
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together in the palate and resist the lateral 
movement of the arch segments. These 
adverse factors, together with the greatly 
increased masticatory forces in the young 
adult, makes it necessary to use an appliance 
which is capable of exerting stronger 
forces and withstanding the increased 
risk of breakage (Fig. 8.) 

The Appliance.—Bands are _ con- 
structed on the first upper molar teeth 
and fitted with vertical tubes on the 
palatal side. A W spring is bent from 
)-6-mm. hard or 0-8-mm. softened S.S. 
wire. The locking arrangement is seen 
in the diagram. The anterior free ends 
are capable of exerting a lateral dis- 
placing force with a wide range of 
movement. The stability of the spring 
is increased by constructing bands on 
the upper canine teeth and soldering 
hooks palatally, to which the free ends 
of the W spring can be attached. 

The occlusal X-rays of the palate taken 
before and after the treatment, which lasted 
one year, show that considerable expansion 
has taken place (Fig. 9). There is ev:- 


dence of some new bone deposition in the 





A 


alveolar region. In the older patients there is 
often seen a reactive proliferation of the 
alveolar tissues as the arch segments are 
moved out of contact. 

The ideal treatment after orthodontics is to 
stabilize the arch segments on the new 
positions by means of fixed bridgework. 


PATIENTS REQUIRING COMBINED PLASTIC 
SURGERY AND ORTHODONTICS 


In extreme conditions, particularly those 
of bilateral complete cleft lip and palate which 
show gross facial and dental deformity, it is 





Fig. 8.—The appliance used in older patients. 


usual to restore the soft-tissue balance between 
the upper and lower lips before embarking 
upon orthodontic treatment. One method of 
achieving this is by the Abbé flap operation, 
where a segment of lip tissue is transferred 


: 
Fig. 9.—Occlusal radiographs A, before, and B, after treatment. 


from the lower lip into the upper lip. The 
profile photographs are those of a young 
patient aged 11 years, before treatment (Fig. 
10) and two years after plastic surgery, which 
was performed by Mr. Eckhoff, and after the 
orthodontic treatment had been completed 
(Fig. 11). 
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The models show the marked dental 
deformity caused by a combination of many 


Fig. 10.—Profile photograph of patient with 
repaired bilateral complete cleft lip and palate 
showing marked deformity resulting from deficiency 
of tissue in upper lip. 


Fig. 12.—Model to show collapse of upper arch due 


to excessive pressure from upper lip. 


adverse factors acting upon the development 
of the upper arch (Fig. 12). 


1. Buccal segments are deflected medially. 
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2. The irregularity of the cheek teeth js 
probably due to the absence of the forward 


> 


Fig. 11.—Profile photograph after Abbé operation. 


development of the buccal segments combined 
with a failure in the vertical, downward, 
growth of the upper arch. 

3. The anterior segment, which contains 
only one incisor tooth, has been deflected 
backwards by the contracted upper lip. The 
interaction of the tongue and immobile upper 
lip has also moved the incisor tooth until its 
incisal edge is pointed directly backwards. 

The Appliance.—Immediately after the 
Abbé flap operation an appliance was con- 
structed with bands on the first upper molars 
and on the incisor tooth. A Johnson’s twin 
arch wire type of appliance was constructed, 
but with long tubes extended well forwards for 
greater stability. Coil springs acting between 
stops on the free sliding bow and the anchor 
bands produced a forward movement of the 
anterior segment (Fig. 13). The anterior 
segment was retained in a forward position by 
a palatal bow whilst the buccal segments were 
rotated laterally by fine wire springs as 
described earlier. 

The models show the result of orthodontic 
treatment (Fig. 14). The segments of bone 
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now form the basic framework which provides 


the shape of the middle third of the face. 


is also a considerable thickening of soft tissue 


inside the lip which fills up the space where 


0-25 mm. S.S. wire 





Fig. 13.—Type of appliance used to project incisors and prolabium forwards. 


Lateral skull tracings show the manner in 
which the prolabium had been projected 
forwards. The arch segments must be retained 
in the new position by prosthesis. 

Treatment of Dental Deformity following the 
Removal of the Premaxillary Element.— W here 





Fig. 14.—After treatment with above appliance. 


the bony element has been removed from the 
prolabium at an early age great dental and 
facial deformity results (Fig. 15). The upper 
lip is deficient in tissue and contracted. The 
removal of the bony support behind the lip 


results in a further inward contraction. There 


the bone of the premaxilla should be situated. 
The face appears flat owing to the extreme 





Fig. 15.—Gross facial deformity following removal 
of the prolabium. 


medial displacement of the buccal segments 
(Fig. 16). This collapse is greater with the 


removal of the anterior segment, which allows 
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aims of treatment are:— 


Fig. 16.—Marked medial 


segments. 


rotation of buccal 









a. To widen the upper arch to improve the 
facial appearance and bring the cheek teeth 
into occlusal contact (Fig. 17). 

b. To produce a _ better tissue balance 
between the two lips by surgery. 

c. To construct a prosthesis to replace the 
missing anterior teeth and maintain the upper 
lip in a better position. 

Orthodontic Treatment.—Orthodontic treat- 
ment was carried out with bands on the first 
upper permanent molars and canines. A soft 
0-8-mm. S.S. W spring was used to move 
the buccal segments into better positions. 
Two lower premolars were extracted. This 
extensive movement is_ possible 
producing a breakdown of scar tissue in the 











without 


midline. 
Occlusal X-rays show the degree of 
expansion. The use of tomographs will 
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a medial deflection of the buccal segments 
until they achieve contact in the midline. The 
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eventually allow us to determine whether ew 
bone is laid down in the palate. On completion 
of orthodontic treatment in this case an Abbé 
flap operation was performed by Mr. Eckhoff. 
A profile photograph taken 1 month after 
operation shows the restoration of a better 
soft-tissue balance in the lips (Fig. 18). 
Prosthesis must be used to maintain the 
result. 


THE VALUE OF ORTHODONTIC 
TREATMENT 


Orthodontics has a very important place in 
the treatment of cleft-palate patients. Surgery 
alone cannot produce good results nor can 
orthodontics. A combination of surgery and 
orthodontic treatment from the onset is 
capable of producing better results than have 
been seen in the past. 

A greater knowledge of the factors which 
produce dental deformity and the period of 


Fig. 17.—Models 


showing result of expansion 
treatment. 


development in which particular influences 
are liable to cause irreparable damage will 
make it possible to mitigate their effect by the 
use of orthodontic treatment at the critical 
time. 
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My thanks are due to the Dental Council, 
Guy's Hospital, for providing facilities for the 
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Fig. 18.—Profile photograph to show restoration of 
soft tissue balance by Abbé operation. 


illustrations; to Mr. Eckhoff, Mr. Rix, and 


Mr. Pringle for permission to show certain of 


their cases under treatment at Guy’s Hospital; 
to Miss Treadgold, of the Department of 
Medical Illustration, for the illustrations; to 
Miss Whitely of the Photographic Department, 
Dental School, Guy’s Hospital, for the prepara- 
tion of photographs and slides. 
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TOOTH MOBILITY 





The Role of Interdental Contact Points 
and of Activation 


This paper shows that in Rhesus monkeys 
an interdental contact point influences the 
amount of labio-lingual crown excursions. 
Repetition of measurements continuously for 
several months on the same tooth produces 
slight, but persistent, increases of the initial 
tooth mobility, but recovery from this 
occurred within half an hour.—MUHLEMANN, 
H. R. (1954), J. Periodont., 25, 125. 


The Mechanism of Tooth Mobility 


Mobility recordings made by the author’s 
instrument were compared with the histo- 
logical appearance of sections. It was found 
that initial tooth mobility is due to intra- 
alveolar irritation of the periodontal membrane 


fibre bundles. Force greater than 100 g. 


applied to the crown of the teeth produces 
sufficient resistance in the fibre bundles on 
the tension side to prevent any further root 
displacement and so the width of the perio- 
dontal membrane space does not increase. 
Force greater than 100 g. produces secondary 
tooth mobility due to a distortion and com- 
pression of the whole periodontium, but this 
is reversible under physiological conditions 
and more pronounced in young monkeys. 
Changes in the periodontal membrane width 
during the first phase of initial tooth mobility 
in well-functioning teeth in adult monkeys 
was 3-4 times less than in erupting teeth. 
Soft-tissue compression during the phase of 
secondary tooth mobility was greater in 
erupted than in erupting teeth.—MUHLE- 
MANN, H. R., and ZAnpeErR, H. A. (1954), J. 
Periodont., 25, 128. J 
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THE MECHANICAL PRINCIPLES OF 
ORTHODONTIC APPLIANCES 


By C. P. ADAMS, B.D.S., F.D.S. 
(Continued from page 49) 


THE ORAL SCREEN AND ANDRESEN 
PLATE 


These appliances in their unmodified form 
have no active part or spring. The pressures. 
they exert are derived from the pressure of 
the lips and cheeks in the case of the oral screen 
and from the pressure of the muscles of mastica- 
tion in the case of the Andresen plate. 

The oral screen is constructed so as to make 
contact only with the tips of the upper incisor 


buccal segments is not reliable and it is better 
to regard the oral screen as a means of pro- 
ducing lingual pressure on the upper incisor 
teeth where this appliance is used to produce 
changes in tooth position. 

The Andresen plate also has the effect of 
bringing pressure to bear upon the teeth. This 
appliance operates in the treatment of Class I], 
Division I types of malocclusion by splinting 
the dental arches in normal anteroposterior 





Fig. 14.—The oral screen. The entire pressure of the soft tissues of the lips and cheeks is concentrated 
on the central incisors. The lateral pressure of the cheeks on the smooth sloping surface of the screen is 
resolved in a posterior direction. The appliance may be designed to act upon the lateral incisors as well. 


teeth, and, being free elsewhere, the pressure 
of the lips and cheeks which is normally borne 
by the labial and buccal surfaces of the teeth 
is concentrated on the upper incisors (Fig. 14). 
This pressure is in a lingual direction and pro- 
duces a pressure lingually on the tips of the 
upper incisors. The effect of this pressure will, 
of course, depend on the details of the relation- 
ship of the upper and lower incisors. It is also 
sometimes held that the relief of the pressure 
of the cheeks on the buccal surface of the 
teeth in the buccal segments will bring about 
an expansion of the dental arches, but this 
means of altering the position of teeth in the 
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relation. With the teeth in this relation 
the mandible is in a _ forward position 
with the condyle on the slope of the glenoid 
fossa or nearly on the eminentia articularis 
(Fig. 15). Both consciously and unconsciously 
the muscles of mastication attempt to draw 
the mandible in a distal direction so that the 
condyle is back again in the glenoid fossa. 
The distal pressure on the mandible leads to 
the exertion of a distal pressure on the upper 
teeth where they impinge on the plate in the 
buccal segments and a mesial pressure on the 
lower teeth at the points where they touch 
the plate. In the course of time the teeth so 
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pressed upon move in response to the pressure. 
The upper front teeth are brought back at the 
same time as the teeth in the buccal segments 
by means of a labial bow attached to the plate. 
The fact that the pressure is only exerted for 
about one-third of the twenty-four hours in the 
day, and even during that time is intermittent 


of Class II, Division I malocclusion respond 
to treatment by correction of tooth relation, 
regardless of possible alterations in the form 
and position of the jaws themselves. 

There are many other points of diagnostic 
and treatment importance involved in the 
design and use of these two appliances, but 





Fig. 15.—The main backward pull of the muscles of mastication is transferred to the teeth individually 
through the Andresen plate. The upper teeth are pushed in a distal direction, the lower teeth in a 
mesial direction. 


in the extreme, does not prevent the appliance 
from working, and in good cases, results are 
achieved in time that compare well with other 
types of appliance. It has been found with 
patients who are unusually enthusiastic and 
who only remove the appliance to speak or 
eat, and who otherwise wear it all the time, 
that very rapid results indeed are obtained. 

It is impossible to say how much pressure is 
exerted through the Andresen appliance except 
that the pressure approximates to the pressure 
of mastication, and that as it is distributed over 
all the teeth in the mouth, it is therefore a safe 
and physiological pressure. 

It is considered by some authorities that the 
plate, by stimulation of function, will affect 
the course of growth of the jaws as a whole, 
particularly the lower, but it is clear that the 
plate produces the pressures that have been 
described upon the teeth and that many cases 


the mechanical effects described embody the 
basic principles of their operation. 


TRACTION WITH ELASTIC BANDS 


In appliances using traction, energy is stored 
in elastic bands under tension. This energy is 
applied to single teeth by means of a band 
attached to the tooth carrying a hook or to a 
group of teeth through the medium of fixed or 
removable appliances. The line of action of a 
force applied in this way is along the line of the 
elastic band. Elastic traction may be used as 
intramaxillary traction, intermaxillary trac- 
tion, or extra-oral traction. Ineachinstance the 
amount of pressure exerted on the tooth or 
teeth is regulated by the length of the elastic 
used and the amount of extension of the elastic. 
Using elastic traction it is possible to apply a 
very heavy pressure over a long range of action. 
It is important, therefore, when applying 
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elastic traction to see that the heaviest pres- 
sure used is related to the number of teeth 
being moved, and, where single or small 
numbers of teeth are being moved, not to apply 
an excessive pressure. 


SCREW APPLIANCES 


The screw or split plate, the best known 
form of which is the Badcock plate, is theoreti- 
cally and in practice a rigid appliance. Certain 
screws incorporate a spring so that when the 
screw is opened the plate can be compressed 
to its original size against the spring. Energy 
is then stored in the spring inside the screw. In 
conventional screws there is no spring and 
when an appliance made with one of these 
screws is opened up and pushed into place, 
immediate movement of the teeth must take 
place. The amount of movement that results 
from a single adjustment of the screw is very 
small, that is to say the range of action of the 
appliance is very small and it is for this reason 
that the action of the plate is self-limiting. If 
the plate is over-activated, it cannot be in- 
serted at all. The action of the rigid screw 
plate depends on the fact that there is a slight 
normal degree of mobility of the teeth owing 
to a slight elasticity of the periodontal tissues 
—firstly the periodontal membrane and prob- 
ably also the periodontal bone. It is in this 
elastic tissue that the energy is stored which, 
acting on the alveolar bone, produces the 
processes of resorption and deposition of bone 
that leads to re-formation of the socket about 
the tooth root which is already in its new 
position. In practice, before this process of 
re-formation of the socket can be completed, 
the tooth is moved again by a further adjust- 
ment of the screw, and so an extensive tooth 
movement can gradually be carried out. 


ANCHORAGE 


The dispersal of the reaction from the pres- 
sure exerted by an orthodontic appliance must 
be so arranged that other useful work is done 
or so that at least no untoward effects take 
place. Orthodontic appliances, being attached 
to teeth, tend through the reaction to disturb 
anchorage teeth as an undesirable side-effect. 
In certain instances these ill effects can be 
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avoided if the appliance is so constructe: that 
equal and opposite pressures are exert«d on 
similar teeth in order to move them in equal 
and opposite directions. In such instances the 
action and reaction are both producing 
required tooth movement. Where a single 
tooth, or a group of teeth, is to be moved in 
one direction only, care must be taken to 
ensure that the reaction does not also produce 
tooth movement. 

Anchorage may be obtained from three 
sources :-— 

1. Within the same dental arch in which 
tooth movements are being carried out. 

2. By intermaxillary traction to the oppos- 
ing dental arch. 

3. From outside the mouth altogether by 
means of occipital or cervical anchorage. 

Anchorage within the same arch is achieved 
by arranging the appliance so that as many 
teeth as possible are incorporated in the anchor- 
age section of the appliance and attempting 
to move as few teeth as possible at a time. 
In this way the anchorage teeth will out- 
number the teeth to be moved and the pres- 
sure in terms of grammes per square millimetre 
of root area of the anchorage will be ‘so low 
that disturbance of these teeth will not easily 
take place. 

In arranging anchorage, four important 
factors must be borne in mind :— 

1. The natural tendency for tooth movement 
in the arch. 

2. Lip posture and function. 

3. Occlusal interlock. 

4. The pressure required to move teeth. 

The operation of these factors and _ their 
influence on tooth movement must be carefully 
assessed in any given case when treatment is 
being planned. Teeth which are apparently 
adequate for anchorage purposes may be 
found to fail because of loss of teeth in some 
other part of the arch. This loss may produce 
a tendency for anchorage teeth to move. The 
reaction of the force they are used to anchor 
may then set them off on their forward journey. 

Faulty lip and tongue posture may lead to 
reduction in the stability of the position of the 
incisor teeth and make it easy for them to 
be proclined by the reaction of an appliance if 
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they are used as part of the anchorage. Loss 
of occlusal interlock which occurs if bite planes 
are used, may lead to instability in one or 
other arch and movement of anchor teeth 
under quite small pressures. 

The pressure required to move teeth falls 
between a minimum below which activation 
of the surrounding bone does not occur at all 
and a maximum above which pain and damage 
to the tooth and periodontal tissues will occur. 
If the pressure per tooth in the anchorage 
segment can be kept below the minimum 
required to produce tooth movement, no move- 
ment of anchorage should take place. 

In certain instances it is possible to increase 
the resistance of anchor teeth to movement 
by locking them so that they cannot tilt. This 
applies almost exclusively to front teeth where 
removable appliances are concerned, but the 
principle is extensively applied in fixed 
appliance treatment. Teeth are more resistant 
to bodily movement than they are to tilting, 
and this bodily movement takes longer to 
eflect than a tilting movement. If the upper 
incisors are locked into the plate by capping 
their incisal edges (Fig. 16), they are very 
resistant to forward movement and their value 
as anchorage teeth may be thus very much 
increased. 


GENERAL DESIGN FEATURES OF 
REMOVABLE APPLIANCES 


Baseplates should be no larger than is neces- 
sary to ensure adequate anchorage and to 
embed the tags for clasps, arches, and auxiliary 
springs and no thicker than is required for 
adequate strength. As a rule, upper base- 
plates need be no thicker than a single thick- 
ness of wax. It is a useful feature to finish off 
all tags by turning the end down at right 
angles and cutting off at a length of 14-2 mm. 
This method of finishing tags is useful for all 
clasps, bows, and auxiliary springs, and has 
the advantage that the tag is supported away 
from the plaster model and a definite thickness 
of baseplate material flows under and around 
the tag. It is not necessary to make tags zig- 
zag wildly through the baseplate. Clasp tags 
going in pairs, or any wire, both ends of which 


are embedded in the plate, need hardly be 
2 


bent in a lateral direction at all. If only one 
end of a wire is embedded in the plate and there 
is any risk of its rotating, the tag may be bent 
at a right angle or a near right angle in a lateral 
direction which will obviate the possibility of 








Fig. 16.—*Stationary anchorage”. The incisor 
that is capped cannot tip forward at the crown and 
hence the reaction, R, is distributed evenly along the 
labial wall of the socket, so reducing the pressure 
in terms of grammes per square millimetre of bone 
area. It is necessary to see that the thickness of 
baseplate material on the lingual surface of the 
upper incisors does not interfere with the occlusion. 
In the case above an anterior biteplate is being used. 


rotation without making the tag unnecessarily 
complicated. 

If tags are bent down and supported as 
described, it is only necessary to cover them 
with a single thickness of wax, thickening the 
baseplate only over the tag and not all over 


; the available area of the baseplate (Fig. 17). 


Too often does it occur that a massive base- 
plate is produced with tags of clasps, arches, 
and auxiliary springs lying barely in the 
palatal surface of the plate. Such tags are 
very liable to come out of the plate altogether. 

The lower baseplate presents special prob- 
lems. On account of the shallowness of the 
lingual sulcus it is necessary to make lower 
plates sufficiently shallow also, and on that 
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account some extra thickness is often needed 


for strength. 


In the molar region there is a deep lingual 
undercut extending to the root of the tongue. 
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Fig. 17.—A, The plate should not be thickened 
uniformly all over the palate (p, palate; t, tag; 
b, baseplate material). B, Thicken only over tags, 
leaving one thickness of wax elsewhere. 


It is important not to carry tags into this 
undercut or to make the plate too thin in this 
region. It is generally necessary to ease lower 
plates in order to get them in and, if the plate 
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reducing the depth of the plate or injurir - the 
anchorage of the tags. There is also er »ugh 
material to allow of finishing the bottom edge 
of the plate with a smooth round edge | Fig, 
18, C). Another method is to block ou: the 
undercut first with plaster before making the 
plate. ; 

On the other hand, some practitioners inake 
a lower plate as a small shallow rim of base- 
plate material. This gets over the difficulty of 
the lingual undercut in the molar region, but 
it results in a reduction in the available space 
for the disposition of tags. 

Both in lower and in upper plates the impor- 
tance cannot be too strongly emphasized of 
carefully rounding and polishing the free edge 
of the plate. This point is important, for it 
is a major factor in the comfort of the plate 
to the wearer. 


The author wishes to express his indebted- 
ness to his colleagues at the Eastman Dental 
Hospital for their comments and criticism 
which were of the greatest assistance in pre- 


paring this paper. The author is also deeply 


Fig. 18.—It is almost invariably necessary to ease the baseplate of a lower removable appliance in the 
molar region in order to get it in. If the plate is too thin, easing will make it necessary to take away an 
essential part of the plate (A, B). A thicker plate, C, can be eased without damaging tags or weakening 
the plate. The shaded area indicates the amount of trimming required. 


is thin and is cut away from below or from the 
lingual side (Fig. 18, A, B), the tags are injured 
and the plate is unduly narrowed in a vertical 
direction. 

If the plate is made thick enough beneath the 
tongue and the tags are brought vertically, it 
is then possible to ease the plate sufficiently to 
get it in by trimming it away laterally without 


86 


indebted to Mr. D. R. McDougall, A.I.B.P., of 
the Department of Photography, Eastman 
Dental Hospital, for the endless trouble he has 
taken in the preparation of the illustrations. 
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THE INFLUENCE OF INJURY TO THE PERIODONTAL MEMBRANE 
ON THE SPREAD OF GINGIVAL ENFLAMMATION 


An effort was made to correlate periodontal 
trauma to the spread of a marginally com- 
mencing inflammatory lesion. This was done 
by inserting a piece of rubber dam between the 
maxillary right first and second molars of 35 
young male adult rats of the Sprague-Dawley 
strain. The effect of the rubber dam was to 
act as a foreign body and so produce gingivitis 
of the interdental papilla, and at the same 
time pressure on the periodontal tissues was 
transmitted via the crowns of the teeth. The 
rubber dam was allowed to remain in place 
for periods varying from | hour to 72 hours, 
when the animals were destroyed and histo- 
logical sections prepared and examined. 

It was found that when irritation and pres- 
sure had been applied for less than 12 hours 
the inflammation was confined to the gingival 
epithelium in most cases, although in a few it 
had extended to the deeper layers of the 
connective tissue close to the alveolar crest. 

In the longer periods of time it was found 
that the inflammation had progressed to a 
periodontitis and that the spread was directly 
into the periodontal membrane injured by the 
tension on both sides of the interdental septum 
between the two molar teeth. Penetration was 
deeper into the more severely damaged 
membrane of the first molar. A certain amount 
of lateral spread affecting the septum between 
the distolingual and intermediolingual roots 
of the first molar was also observed, although 
none was found on the buccal aspect. 

These observations would appear to explain 
some of the confusion which has arisen about 


the path of spread of gingival inflammation 
into the deeper periodontal tissues, it being 
probably that spread is primarily via the 
bone, unless @here is a traumatic factor 
present enabling more rapid spread via the 
periodontaP membrane due to diminished 
tissue resistance. The findings in this experi- 
ment support the belief that traumatism of 
the periodontal membrane will not alone 
cause periodontitis.—MAcAPANPAN, L. C., and 
WEINMANN, J. P. (1954), J. Dent. Res., 33, 263. 


Mitotic Activity of Fibroblasts after damage 
to the Periodontal Membrane of Rat Molars 


This is a further report based on the trauma 
experiment (see above). -It was found that 
an enlargement of the periodontal spaces by 
from 35 to 55 per cent occurred on one aspect 
of the three molar teeth examined, and that 
there was an increase in the mitotic activity 
of the fibroblasts which appear to be in rela- 
tion to the degree of widening of the perio- 
dontal spaces. This increased activity occurred 
about 18 hours after the application of pres- 
sure and reached a maximum after 24—36 
hours, diminishing to zero 48 hours after the 
initial displacement. 

It would appear, therefore, that the fibro- 
blastic proliferation is part of the repair 
process in which damaged fibre bundles of the 
abruptly enlarged periodontal membrane 
spaces are re-adapted to the changed relations 
between the tooth and the concerned bone.— 
MaAcaAPAnPAN, L. C., MEYER, J., and WEIN- 
MANN, J. P. (1954), J. Periodont., 25, 105. 
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CASE REPORT 





PAIN IN THE TEMPOROMANDIBULAR JOINT REGION 
CAUSED BY A FOREIGN BODY 


By HAROLD E. SIMPSON, B.D.S. 
Department of Oral Pathology, Sutherland Dental School, University of Durham 


A PATIENT, a man aged 48, complained of pain 
in the region of the left temporomandibular 


Fig. 2.—The swelling anterior to the left ear. 


joint of five years’ duration following a rather 
unusual accident. 

The patient had been sitting beside a 
window when a football broke the glass and 


88 


struck him on the side of the head. A splinter 
had pierced the skin about a _ centimetre 
behind and below the ear and had remained 
projecting from the wound. It was removed 
and the wound was sutured leaving a very 
small sear (Fig. 1). Since that time the patient 
had suffered some discomfort in front of his 


“A 


Fig. 3.—Lateral radiograph showing the relation of 
the foreign body to the temporomandibular joint. 


left ear and in the last eight months the area 
had become very tender. 

On examination there was a definite swelling 
over the left temporomandibular joint (Fig. 
2), but the mandible moved normally. Radio- 
graphs showed a radio-opaque body of tm- 
angular shape lying lateral to the upper part 
of the ascending ramus of the mandible 
(Figs. 3, 4). It was removed under general 
anesthesia and found to be a piece of glass 


( Fig. 5). 
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DISCUSSION 
The foreign body had almost certainly 


entered at the time of injury and was possibly 


! 





Fig. 4.—Postero-anterior radiograph showing the 
foreign body. 


a fragment of the original splinter. In that 
case the movements of the mandible and 
muscles must have caused it to move to its 
final position. It is interesting to observe that 
so large an object should cause so few symp- 
toms, and instructive to realize that but for 





Fig. 5.—The piece of glass removed at operation. 


the radio-opacity of this particular piece of 
glass the condition could have been diagnosed 
as a somewhat atypical temporomandibular 
arthritis. 


My thanks are due to Professor Boyes for 
permission to publish this case and to the 
Photographic Department of the Newcastle 
upon Tyne Dental Hospital for preparing the 
photographs. 











INTERNATIONAL ASSOCIATION OF 
DENTAL STUDENTS 


THIRD ANNUAL CONGRESS 


HoLLAND formed the venue for about two- 
hundred and fifty dental students, represent- 
ing nine European countries, to meet at the 
third Annual Congress of the International 
Association of Dental Students, held from 
Sept. 9 to 16. 

From Great Britain a party of thirty 
members of the British Dental Students’ 
Association, led by their Senior Honorary 
President, Professor A. D. Hitchin, was 
formed by representatives from the Dental 
Schools of Belfast, Birmingham, Bristol, 
Dundee, Edinburgh, Glasgow, Guy’s Hospital, 
London Hospital, the National Dental Hos- 
pital, and the Royal Dental Hospital. 


Accompanying the British party were 
Professor H. F. Humphreys, who, in recogni- 
tion of his guidance in the formation of the 
Association in 1952, was asked to accept 
Honorary Life Membership, and Professor 
J. Osborne, whose lecture “The General 
Principles of Partial Denture Design” opened 
the Scientific Section of the Congress. 

Of the six days occupied by the Congress, 
three were spent in Groningen and three in 
Utrecht, an Organizing Committee formed of 
students from the Dental Schools of both 
cities having made all the arrangements. 

At the Opening Ceremony, held on the first 
of the three days at Groningen in the 
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impressive Assembly Hall of the University, 
speeches of welcome were made by the Rector 
Magnificus of the University, the President of 
the I.A.D.S., and members of the Honorary 
Congress Committee. The hope was expressed 
then, and certainly later fulfilled, that students 
from the different nations taking, part would 
get to know a little more about one another to 
their mutual benefit and to the promotion of 


had 


Professor A. D. Hitchin and the Student President 
laying a wreath at the Oosterbeck Memorial on 
behalf of the British Dental Students’ Association. 


international understanding, besides exchang- 
ing ideas on dentistry. 

Clinical aspects of the programme at 
Groningen included lectures by prominent 
members of the profession in Holland, 
Denmark, and Great Britain, on various fields 
of dentistry, including prosthetics, ortho- 
dontics, and oral surgery. A tour of Groningen’s 
modern dental clinics proved interesting and 
attracted a large following. 

A reception by the Municipality of Groningen 
inaugurated the social side of the Congress; 
this was followed by an illustrated lecture on 
Dutch water transport and land maintenance 
problems and by a bus tour of the Province of 
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Groningen. The latter afforded many gl: upses 
of Dutch rural life, a reciprocal vicw of 
student life being provided in the ev ings, 
when the clientele of many a Dutch caie was 
*“‘entertained”’ with student songs in various 
languages. 

Travelling from Groningen to _ Uirecht 
occupied most of Sunday, Sept. 12, the 
journey taking the delegates along the road 
over the long enclosing dyke of the Zuider 
Zee. A two-hour stop in Amsterdam provided 
an opportunity to delegates to tour the canals 
and docks of the city by water-bus, where 
endless material was to be found for the keen 
photographers in the party. 

At Utrecht an official welcome was extended 
to the delegates by the Rector Magnificus of 
the University and by the Director of the 
Dental Institute. Introduction to the Dental 
Hospital was afforded by way of clinical 
demonstrations, and lectures were given on 
transplantation of teeth and on the dental 
manpower problem, followed by films entitled: 
‘Plastic Surgical Treatment of Cheilo-Palato- 
schizis”’ and “‘Ciné-fluorography of the — 
Parts of the Skull.” 

Receptions by the Municipality and by the 
Court of Governors of the University once 
again proved popular items, as did a bus trip 
to Arnhem, where delegates were entertained 
to luncheon by the Municipality. While there 
the British party, together with a few Dutch 
students, visited the Airborne Division Cem- 
etery at Oosterbeck, a wreath being laid on 
the memorial on behalf of the B.D.S.A. by the 
Senior President and the Student President, 
within a week of the tenth anniversary of the 
airborne landings. 

At the Annual Council Meeting on Sept. 14, 
Mr. Frans Schréder was elected President for 
1954-55, while Mr. David Evans, of Birm- 
ingham University, was elected Secretary. 

The Annual Dinner was held on the last 
evening of the Congress, when speeches were 
made by representatives of all delegations 
and replied to by members of the Organizing 
Committee and by the newly-elected President. 
This was followed by a ball at the “‘ Tivoli”, a 
fitting end to a most successful third Inter- 
national Congress. 
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va A TROLLEY FOR THE DENTAL SURGERY 

ings, By K. V. WILLIAMS, B.D.S. (Lond.) 

was 

‘ious Ir is well recognized that most dental units or are too heavy to be freely mobile. Accord- 
are unsuitable for the operator who wishes to ingly, when a surgery was being equipped, it 

echt work while seated, and that even split units was decided to design a trolley which was to 





the are not ideal either because they are fixed be mobile and yet carry most of the equip- 
ment normally found on a dental unit. The 
























oad 
ider * | spittoon and mobile dental engine were to be 
ided on the left hand side of the chair and not 


fitted to the trolley. 

The following instruments were to be 
fitted :— 

1. Mouth lamp. 

2. Cautery. 

3. Two spray bottles and heaters. 

4. Compressed air cut-off control for spray 
bottle. 

5. Hot-air syringe. 

6. Bell push. 

As far as possible standard unit parts were 
to be used, to facilitate any replacements that 
might become necessary. 


CONSTRUCTION 


The equipment was housed in the drawer 
of a trolley, size 36 in. by 18 in., which was 
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een 
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Fig. 3.—The trolley in the surgery. 








Fig, 2.—Inside view of wiring and attachments. 
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standard in all respects except that the 
drawers were 6 in. deep (Fig. 1). This depth 
was required to house the transformer. 

The layout of the equipment drawer was 
as shown in the photograph (Fig. 2). 

The housing for the spray bottle heaters 
was made of sheet aluminium by a local firm 
of coachbuilders and signwriters. 

While this was being made a radio engineer 
wound the transformer to give the following 
‘appings :— 

6 volt 1-0 amp. for hot-air syringe. 

6 volt 0-5 amp. for mouth lamp. 

4-5 volt 15 amp. for cautery. 

When given the drawer he installed the 
wiring, paying special attention to the fusing 
and earthing, one side of all the low-voltage 
circuits and the drawer itself being earthed. 

Compressed air was supplied by a central 
compressor to a Schraeder coupling on the 
surgery wall and then by a flexible pipe to the 
drawer, and a similar coupling on the reducing 
and distributing valve. 


The compressed-air pipe reaches the tr |ley 
with a three-core cable from the mains | lug, 
a two-core flex from the bell outside the 
surgery, and a gas pipe for a bunsen bu: ner. 
In use these leads are bound togethe: for 
neatness. 

The trolley has now been in use for three 
years and has been found to be most satis- 
factory (Fig. 3). 

Its advantages over the _ conventional 
unit are mobility, convenience when working 
seated or standing, and the large working 
area when compared to a bracket table; this 
is particularly useful when surgical procedures 
are being carried out, and the height of the 
trolley is much more convenient than that of 
a bracket table. 

There is ample room for the addition, if 
desired, of such items as a pulp tester, 
diathermy equipment, or, if compressed air is 
not available, a tankless air compressor. 

The total cost of the trolley and its equip- 
ment was £34. 








MINISTER’S REVIEW OF GENERAL DENTAL SERVICES 


ADDRESSING the Seventh Annual Meeting of 
the Executive Councils’ Association (England) 
at Southport on Friday, Oct. 15, the Minister 
of Health, Mr. Iain Macleod, reviewed some 
of the progress achieved during the six years of 
the Health Service. 

In dealing with the General Dental Services, 
he said that there had been a gratifying 
swing-over in the type of patients treated. 
Of the 8 million or so courses of treatment 
given annually, no less than 40 per cent now 
concerned children and young people under 21, 
and expectant and nursing mothers. There 
had also been—except for a temporary reces- 
sion in 1952—a gratifying increase in the 
proportion of conservative work, which now 
accounted, in terms of fees paid to dentists, 
for 34 per cent of all work. 

The greatest users of the General Dental 
Services were young women between the ages 
of 18 and 25. “This is exactly what we would 
wish”, said Mr. Macleod. “They are the 


mothers and future mothers of the next 
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generation. Their dental health and _ their 
attitude to dentistry is of the greatest import- 
ance to the future health of the nation. We 
should never forget that in most people the 
natural teeth, properly cared for, will last a 
lifetime, and I look forward to a time when 
we shall expect as a matter of course to go 
through life using our own natural teeth and 
no others.” 

Referring to what he described as “‘the 
alarming shortage”’ of dentists, the Minister 
said that the causes were obscure. They 
seemed to go beyond the mere question of 
remuneration or of the effect of the Health 
Service. 

He had considerable sympathy with the 
request he had recently received from the 
British Dental Association that there should 
be some further inquiry into the reasons for 
the present state of affairs. No dental service 
that could be devised could be successful if 
the calibre of entrants to the profession could 
not be maintained. 
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THE ORAL HYGIENE SERVICE PROGRESS 
REPORT 


July 1952-July 1954 


THIs report, with an introduction by Sir E. 
Wilfred Fish, sets out the progress and achieve- 
ments of the Oral Hygiene Service which was 
incorporated on the occasion of the London 
International Dental Congress. The functions 
of the Service are to make available to the 
public information on all oral health through 
every possible medium, such as newspapers, 
magazines, radio, television, cinemas, etc.; to 
provide, when necessary, constructive com- 
ments on the latest trends; and to assist in the 
preparation of films, film strips, and any other 
educational material for use by dentists, 
teachers, and all concerned with health 
education. 

An account is given of the information on 
dental matters which has been published in 
national newspapers, magazines, provincial 
newspapers, etc., with some of the illustrations 
which have been used. A number of films have 
been made and widely distributed showing the 
story of dental health and disease and various 
aspects of dental training. 

A number of radio and television programmes 
have been produced including ‘Modern 
Dental Surgery” and a Children’s Hour 
programme entitled “I want to be a Dental 
Surgeon”. 

Messrs. D. & W. Gibbs have awarded two 
travelling scholarships for the purpose of 
studying the problem of publicizing oral 
hygiene in other countries. The _ report 
concludes by hoping that it will stimulate 
sufficient interest to call forth ideas from 
members of the profession for the more 
effective propagation of the message of positive 


dental health. 





INSTITUTE OF BRITISH SURGICAL 
TECHNICIANS (INC.), DENTAL SECTION 


A LECTURE on “ Aspects of Refractory Expan- 
sion and Vacuum Investing” will be given by 
Mr. M. Aspin, F.I.B.S.T., Senior Dental 
Demonstrator at the University of Birming- 
ham, on Friday, Nov. 19, 1954, at 7.30 p.m. 
at the Turner Dental School, Bridgeford 


Street, Manchester 15. Tickets are obtainable 
on application, with stamped addressed en- 
velope, to Mr. A. Litherland, L.I.B.S.T., 
32 Whitebrook Road, Fallowfield, Man- 
chester 14. 


A lecture on “ Acrylic Resins in Dentistry”’, 
will be given by Mr. S. Holt, L.D.S., at the 
Eastman Dental Hospital, Gray’s Inn Road, 
W.C.1., on Tuesday, Nov. 30, 1954, at 6.30 p.m. 
Admission tickets may be obtained on sending 
stamped addressed envelope to the Institute, 
or through members of the Institute. 





NEWTON HEATH TECHNICAL COLLEGE 
Applied Science Department 


City AND GuILDs EXAMINATION—DENTAL 
TECHNICIANS 


Pass, 2nd class (Intermediate): Barlow, G.., 
Berryman, R. D., Bickerton, A., Boardman, 
T., Burfield, P. P., Cameron, J., Farrow, D.., 
Hayton, J., Higson, J., Holmes, S., Houchin, 
A., Hulton, G., Humphreys, R. A., Johnson, 
F., Leech, P. A., Powell, R. A., Ridyard, G. E., 
Shuker, R., Smethurst, P., Walker, P. B., 
Wilcox, M. I., Williams, J. D. 

Pass, 2nd class (Final): 
Jackson, S. W. 


Cash, A. J., 





NATIONAL HEALTH SERVICE ACT, 1946 
Decision of Tribunal 


Tue Tribunal has decided that the name of 
Mr. A. L. Heath, 17, Heygate Avenue, 
Southend-on-Sea, Essex, must be removed 
from any dental list in which it is now included, 
and may not be included in future in any such 
list until the Tribunal or the Minister of Health 
so directs. 





BAYER PRODUCTS LTD. 


BayeER Propucts Ltp. have moved to larger 
administrative offices at Neville House, 55, 
Eden Street, Kingston-upon-Thames, but are 
retaining a smaller branch office at Africa 
House, Kingsway. Winthrop Products Ltd., 
their associated export company, have also 
moved to Kingston-upon-Thames. 
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BOOK REVIEWS 


INTRODUCTION TO MEDICINE’ FOR 
DENTAL STUDENTS. By R. W. M. 
STRAIN, B.Sc., M.D., F.R.C.P.1., Lecturer 
in Medicine for Dental Students in the 
Queen’s University of Belfast. 7} x 43 in. 
Pp. 234. 1954. Bristol: John Wright & 
Sons Ltd. 15s. 

Ir is quite evident that many diseases have 

repercussions in the teeth and that the dental 

surgeon ought to be acquainted with the 
principles of medicine. It is the natural history 
of disease that he needs to know, not the 
details, not the rarities, and not the complicated 

physical signs. He needs to recognize if a 

patient is ill, to be able to observe such 

obvious things as exophthalmos, anzmia, 
cyanosis, and masses about the head and neck. 

While he should be able to take the blood- 

pressure and test the urine he does not want 

to bother himself with identifying cardiac 
murmurs. 

The teaching of medicine to dental students, 
therefore, requires something different from 
the teaching of medical students and a book 
designed for the dental student needs to 
include the essentials and to omit that which 
he does not need. This book has achieved 
this by compressing medicine into 234 small 
pages of large print and it is remarkable how 
successful it has been in achieving this object. 
The essentials are there, the symptoms are 
put out clearly, and the course of the various 
diseases well described as their importance for 
the dental surgeon. Dr. Strain is to be 
congratulated on having achieved this in such 
a successful way and there is no doubt that 
the book gives the dental student what he 
needs to know and one can prophesy that it 
will be much appreciated and widely used. 


K. M. A. P. 


ORTHODONTICS FOR DENTAL STUDENTS. 
By T. C. Waite, L.R.C.P., L.R.CS., 
D.D.O., L.D.S., Lecturer in Orthodontics, 
University of Glasgow Dental School; 
J. H. Garpiner, B.D.S., L.D.S., Lecturer 
in Orthodontics, University of Sheffield 
Dental School; and B. C. LEIGHTON, 


H.D.D., D.D.O., L.D.S. R.C.S., Senior 
Lecturer in Orthodontics, King’s College 
Hospital Dental School, University of 
London. 84 x 54 in. Pp. 367 + x, with 
218 illustrations. 1954. London: Staples 
Press Ltd. 45s. 
WitH the exception of certain chapters this 
book must come near to fulfilling the require- 
ments of teachers of orthodontics. The 
material of the first ten chapters has been 
well chosen and the expression is clear. “The 
reader is first introduced to the fundamentals 
of normal development of teeth and jaws and 
to their applied anatomy. He is_ then 
acquainted with the departures from normal 
and the methods whereby he may recognize 
and evaluate them. The clinical examination 
of the patient is fully explained and various 
aids to diagnosis are described.” As the book 
is intended primarily for the orthodontic 
undergraduate, the section devoted to treat- 
ment is not the most important. The examples 
of anchorage are not well chosen. Some of the 
techniques will receive a doubtful blessing 
from orthodontic clinicians. There is much to 
disagree with in the chapter devoted to extrac- 
tions and surgery. Resection of the frenum 
were better omitted and a few more words said 
on mandibular resection. There are certain 
rare indications for the extraction of lateral 
incisors, but they do not appear in the case 
showrr in Fig. 205. Fig. 206 is apparently a 
case of normal arch relationship in which the 
upper molars have (fortunately) drifted 
forwards. The reason for lower extractions in 
this case has not been made clear. Regarding 
the case shown in Fig. 208 most clinicians will 
agree with the proposed extractions, but for 
reasons different from the authors’. To 
diagnose a case for serial extractions before 
the deciduous lateral incisors have _ been 
exfoliated calls for exceptional ability, and 
exceptional confidence. 

In the illustrations the difficulties associated 
with the reproduction of radiographs have 
been overcome very successfully. Figs. 27 and 
28 could have been improved by trimming as 
in Fig. 35. In some of the photographs of 
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neers 


plaster casts the details have been masked by 
the excessive contrast. Fig. 15 compares un- 
favourably with Figs. 38 and 76. In Fig. 121 
the choice of background might be improved 
and the lighting is not good in Fig. 217. 


If this review appears to be severely 


critical it is because of the general excellence 


of a book which may well run to several 


editions. J.S. B. 


BACTERIOLOGY FOR STUDENTS OF 
DENTAL SURGERY. By R. B. Lucas, 
M.D., M.R.C.P., D.P.H., Reader in Path- 
ology, University of London; Pathologist, 
Royal Dental Hospital of London; and 
Ivor R. H. Kramer, L.D.S. R.CS., 
Senior Lecturer in Dental Pathology, 
Institute of Dental Surgery (British Post- 
graduate Medical Federation, University of 
London). 5} x 8in. Pp. 262 + viii, with col- 
oured frontispiece and 56 illustrations. 1954. 
London: J. & A. Churchill Ltd. 22s. 6d. 

In this book Professor Lucas and Mr. Kramer 

set out to give a general conception of the 

relationship of bacteria to disease in man, 
rather than a detailed knowledge of micro- 
organisms. The first half is occupied by 
chapters on the Classification of Bacteria, an 
outline of Bacteriological Methods, Steriliza- 
tion, Immunity, and Chemotherapy. These 
general chapters are followed by a considera- 
tion of the main groups of pathogenic bacteria, 


_and finally two more specialized chapters on 


“The Bacteriology of Dental Caries and 
Paradontal Disease”, and ‘“*The Bacterio- 
logical examination of Oral Lesions”’. 

Although the material is in general well 
presented, some statements may mislead 
rather than enlighten the student. For 
example, to say that “‘ Antibodies have never 
been isolated and chemically characterized, 
so that it is impossible to give any precise 
idea of their nature” is surely overcautious, 
even if followed by the statement that they 
are closely associated with the serum 
globulins. Again, in the chapter on Strepto- 
cocci the capsule is said to be responsible for 
virulence, whereas modern work has shown 
that the M-antigen is the principal factor 
concerned. The amount of detail is rather 
uneven; no mention is made, for example, of 
the dose of anti-tetanic serum for prophylaxis 
or treatment, while the figures for anti- 
diphtheritic serum are given. Details of 
common staining techniques are also very 
limited; for example there is a good illustra- 
tion of Trep. vincenti in ulcerative gingivitis 
but no mention of the simple method by which 
such films are stained. 

The book would give dental students a 
satisfactory knowledge of bacteria and disease 
processes, but would, in the reviewer 's 
opinion, be of much greater value if it had 
incorporated an illustrated practical section 
dealing in more detail with staining and other 


C. S. C. 


techniques. 





THE BRITISH SOCIETY 


Programme 1954-55 

Monday, Nov. 1, 1954, at 5 p.m., Eastman 
Dental Hospital, Gray’s Inn Road, W.C.1: 
‘Radiology in Periodontal Practice”’, by 
W. S. Alldritt, B.D.S., F.D.S. R.C.S. 

Monday, Dec. 6, 1954, at 5 p.m., Eastman 
Dental Hospital, Gray’s Inn Road, W.C.1: 
‘*Dental Health Education in the United 
States of America”, by A. E. Parrott, L.D.S. 
R.C.S. (Gibbs Travelling Scholar, 1954). 

Monday, Feb. 7, 1955, at 5 p.m., Eastman 
Dental Hospital, Gray’s Inn Road, W.C.1: 
“Occlusal Equilibration in General Prac- 
tice”, by Hamish Thomson, H.D.D. R.C.S., 


OF PERIODONTOLOGY 
L.D.S. R.F.P.S., R. J. G. Greweock, L.D.S. 
R.C.S., and A. R. F. Thompson, B.D.S., 
F.D.S. R.C.S., M.R.C.S., L.R.C.P. 

Monday, March 7, 1955, at 5 p.m., Eastman 
Dental Hospital, Gray’s Inn Road, W.C.1: 
** Psychosomatic Medicine”, by Denis Leigh, 
M.D., M.R.C.P. 

Saturday, March 19, 1955, Sutherland Dental 
School, Newcastle upon Tyne: Professor 
R. V. Bradlaw. 

Friday, May 6, 1955, at 2 p.m., Eastman 
Dental Hospital, Gray’s Inn Road, W.C.1: 
Annual Clinical Meeting. Dinner-Dance at 
the Criterion Restaurant. 


95 





The DENTAL PRACTITIONER 





THE PROCEEDINGS OF 
THE BRITISH SOCIETY OF PERIODONTOLOGY 


President: F. E. Hopper, B.D.S., F.D.S. R.C.S. 


Hon. Secretary: A. BRYAN Wane, B.Ch.D., F.D.S. R.C.S., 
The Royal Dental Hospital, Leicester Square, London, W.C.2 


Vol. V, No. 1 


November, 1954 





es 


A PERSONAL VIEW OF PERIODONTOLOGY* 


By F. E. HOPPER, B.D.S., F.D.S. R.C.S. 


I sHouLpD like to say to-day how greatly 
honoured I feel that you have elected me 
President of this Society for the coming year. 
It is perhaps regarded as a mere formality 
that such expressions are made before all 
presidential addresses, but I should like to let 
it be known that I feel very deeply that I am 
able to take the chair in the Society of which 
I was a founder member at a time which 
seems to me to be only yesterday, but, in 
fact, has now become half a decade ago. 

At the time of its inception and on several 
occasions since that date, the British Society 
of Periodontology has been accused of a 
number of failings, varying from the sugges- 
tion that it was merely the happy hunting 
ground of a few practitioners in the West 
End of London, to being an aberrant and 
unnecessary new growth of esoteric interest 
in a profession already troubled by an over 
ready willingness to indulge in narrower and 
yet narrower specialization. In this connexion 
I should like to read a quotation which may 
seem apt: ““‘ You may die’, said he, ‘but you'll 
know perfectly well what you're dying of.’ 
And then what a way they have of sending 
people to specialists! ‘We only diagnose, but 
go to such-and-such a specialist, he'll cure 
you. The old doctor who used to cure all 
sorts of diseases has completely disappeared. 
[ assure you, now there are only specialists, 
and they all advertise in the newspapers. If 
anything is wrong with your nose they'll send 
you to Paris; there, they say, is a European 





* Being the Presidential Address to the Society de- 
livered on October 4, 1954. 
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specialist who cures noses. If you go to Paris 
he'll look at your nose. ‘I can only cure your 
right nostril’, he’ll tell you, ‘but I don’t cure 
the left nostril, that’s not my speciality, but 
you go to Vienna, there there’s a specialist 
who will cure your left nostril.’”” This grumble 
about scientific medicine, which rings with a 
curiously familiar sound to-day, was, in fact, 
written in 1880 by Dostoevski in The Brothers 
Karamazov. 

The accusation of hyperspecialization has 
been laid at the door of periodontology ever 
since the very name was first heard within 
these shores, and has lately been supplanted 
by the imputation that the periodontologist 
in a dental hospital was only happy when he 
had succeeded in isolating himself completely 
in the watertight compartment of an inde- 
pendent department, from which he proceeded 
to declaim that all aspects of dentistry should 
come under his surveillance as they were 
really in fact only branches of periodontology. 
That such a belief had reached high levels in 
the world of academic dentistry was made 
public as recently as last week, when, at a 
meeting of teachers of periodontology held in 
Birmingham, the holder of such a_ belief 
expressed genuine surprise that those who 
teach and practise periodontology did not in 
fact make such claims themselves, and, in fact, 
were almost completely reasonable in the 
assessment they placed on the part such 
teaching played in the education of the dental 
student. I believe myself that while peri- 
odontology is largely concerned with the diag- 
nosis and treatment of diseases of the 
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periodontium, its primary aim in dentistry is 
to produce a reorientation of clinical dentistry 
away from the purely mechanical aspects of 
conservative and prosthetic dentistry, while 
at the same time not allowing their replace- 
ment merely by extensions of general medicine 
or surgery. This means that periodontology 
must become an active part of general dental 
practice and that the treatment of the sup- 
porting structures of the teeth requires as much 
effort and appreciation as the treatment of the 
teeth themselves or their replacement by 
mechanical means. 

When the Society was first founded it was 
hoped that it would not become merely a 
passive group of listeners, but, although 
remaining small, would be an active centre 
for the dissipation and discussion of ideas 
between workers in the fields common to 
periodontology, and also exist for the purpose 
of allowing the general practitioner to learn 
at first-hand of developments in this field 
which could be translated readily into the 
active prosecution of everyday dental practice. 
It is a fact that the majority of members are 
actually concerned with general dental prac- 
tice, and I think that this is well in that it 
ensures that discussion will remain on a 
sensible and commonsense footing and not be 
lost in the realms of academic fantasy. It is a 
matter of regret, however, that necessity com- 
pels the majority of members to reside in 
London or its immediate vicinity, and that 
members from the provinces or from the other 
countries of the British Isles are in a con- 
siderable minority at our meetings. I say this 
with no feeling of antagonism, for although 
I myself have to travel no inconsiderable 
distance to attend our meetings, I am always 
certain of a friendly greeting and a cheer- 
ful word of welcome whenever I come to 
London. 

By being both a resident in a Northern city 
and a University lecturer, I hope that I do 
not appear too strange a fish to some of you. 
The university ideal of the pursuit of know- 
ledge for its own sake is, alas, rarely realized 
in dental schools in this country. So perhaps 
you will not think me too vain if I give you 
what must of necessity be an incomplete 


picture of life in the dental school of a pro- 
vincial university. On the one side is the 
academic life, neatly divided into terms with 
delightfully long vacations. Appreciated per- 
haps by members of the Faculty of Arts or 
Pure Science, but while one sees the academic 
year unfold and reach its annual climax in 
June with examinations, pass lists, degree- 
giving ceremonies, and convocations, with all 
the pomp and pageantry they entail, the 
clinical side of dental teaching, on the other 
hand, requires that vacations are not periods 
of holiday but periods when pressure of work 
in the hospital departments becomes con- 
tinuous. Nevertheless, the active life of the 
university does not pass one by, for the 
dental school is fortunate in being an integral 
part of an institution where representatives 
of all fields of learning and endeavour are 
meeting together frequently and are readily 
accessible in the Senior Common Room, in 
various college societies, or in the multifarious 
social activities in which one can take part. 
It is fortunate at Newcastle that the Dental 
School possesses in its Library a particularly 
fine room, which, when cleared for dancing, 
with buffets and bars readily accessible, is in 
great demand for various College functions 
of a social nature. And thus on several 
occasions the dental school sees the historian 
come out of hibernation; the scientists scintil- 
late, and physicians hob-nob with philosophers, 
and engineers with educationalists. 

One of the minor activities in which mem- 
bers of the Dental School seem to play a 
disproportionately active part is the Staff 
Dramatic Society. Here monthly play-readings 
culminate in the annual production, in which 
a play, the greatest merit of which is often that 
it would be completely incapable of being a 
success on the commercial stage, is presented 
before a sympathetic but highly critical 
audience. Whatever may be the feelings of 
the audience, it cannot be denied that those 
taking part manage to obtain a considerable 
amount of enjoyment and even enlightenment 
from these productions. Certainly my own 
appreciation of Shakespeare, which at school 
was regarded as a rather dull penance, prob- 
ably because the school versions had been 
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effectively bowdlerized, has become immeasur- 
ably heightened by the opportunity to take 
part in play-readings and in stage productions 
in a society where temperamental outbursts 
are few and professional jealousy unknown. 

In this way it is possible to place dentistry 
in its proper perspective and remember that 
university education is seeking to produce the 
whole man and not merely the skilled tech- 
nician or even the knowledgeable craftsman. 
If one feels a need for a more complete 
escapism it is possible to go from Newcastle 
to the other division of the University at 
Durham. Here the colleges are largely resi- 
dential, housed either in plain, hygienic, and 
rather dull modern buildings, or perhaps in 
the old castle or in Bishop Cosin’s house in 
Palace Green, or in ancient houses in the 
North and South Baileys on this isolated 
peninsula which stands with densely wooded 
banks overhanging the recurving reaches of 
the River Wear in an undisturbed atmosphere 
of calm and peace. As Nicholas Pevsner 
observes, “‘ Durham is one of the great experi- 
ences of Europe—the group of cathedral, 
castle, and monastery on the rock can only 
be compared to Avignon and Prague, and the 
old town has in no way been spoilt and is still 
to the same degree the visual foil to the 
monuments as it must have been two and five 
hundred years ago”. The University is for- 
tunate in being able to use so many of these 
ancient buildings and prevent them becoming 
mere museums. 

One of my most pleasant memories of 
Durham is of the Convocation Ceremony in 
the Bishop’s Hall of the ancient castle, where 
degrees are conferred and the annual report 
is presented, with the procession afterwards 
moving across Palace Green in the bright June 
sunlight, headed by the University beadle, 
with the Chancellor, Vice-Chancellors, staff, 
and graduates wending their colourful way 
across to the Cathedral for evensong and a 
sermon preached by the late Dean of Durham, 
Dr. Alington. 

But to return to Newcastle and the Dental 
School. As you are aware, the number of 
undergraduates makes it one of the largest 
dental schools in the country, with about 300 
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students drawn from all parts of the B. itish 
Isles and all parts of the world, notab! the 
British Commonwealth. Such large nur bers 
naturally impose their problems, and o:e of 
the permanent difficulties of the staff .s to 
ensure adequate instruction of the stucents 
in the face of shortage of space, shortage of 
staff and, inevitably, shortage of money for 
equipment. As the teaching of periodontology 
is a late-comer in the field of dental educa- 
tion, the facilities are even more limited. In 
this respect Newcastle is far from unique, and 
the publication of our Secretary’s paper in 
the British Dental Journal on the teaching of 
periodontology demonstrates how far short of 
the ideal are the provisions in the majority of 
dental schools in Great Britain. 

It may be argued that in order to provide 
a course of dental education more in line with 
the requirements of general dental practice, 
the teachers in the basic and _ preclinical 
sciences, anatomy, physiology, and pathology, 
as well as teachers in those clinical subjects 
not directly concerned with dentistry, should 
belong to the dental school and not to the 
respective departments of anatomy, _physi- 
ology, etc., in the Faculty of Medicine. Such 
an arrangement exists in a number of American 
schools and also in Scandinavia, but I see very 
considerable practical difficulties in reaching 
this ideal in Great Britain, and also I entertain 
considerable doubts as to its wisdom. Never- 
theless, I feel that undergraduate instruction 
should place a greater emphasis on the teach- 
ing of periodontology, and as the length of the 
course should not be increased in order to do 
this, the instruction must be incorporated by 
a re-arrangement of existing subjects and re- 
allocation of time and emphasis from what 
has been regarded as traditional. This means 
abolishing the necessity for the dental student 
to carry out the repetitive procedures involved 
in completing a schedule of conservative treat- 
ment running into some hundreds of fillings. 
The present tendency of dental education has 
already moved away from the earlier rigid 
requirements by the adoption in almost every 
dental school of a points system in which 
there is a considerable elasticity in the num- 
bers of individual restorations performed and 
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in which more credit is given for more elaborate 
or difficult procedures. 

At one school the schedule has been even 
further simplified and the student is required 
to show thirty compieted cases during his two 
years’ clinical practice; these cases to include 
both prosthetics work and the diagnosis and 
treatment of periodontal diseases as far as 
they are necessary in each individual case. 
So far it seems that such a method of instruc- 
tion is only possible in a small school, but if it 
proves satisfactory I should be very glad to 
see the idea extended to other and larger 
schools. It will be greatly assisted by the 
abolition of watertight departments in the 
associated hospital and by the realization that 
if the dental hospital is to cater for all the 
patients who attend for treatment the dental 
student should not merely be regarded as a 
source of cheap labour and the university staff 
as honorary hospital practitioners. Either the 
hospital should increase its stipendiary staff 
or the intake of patients should be limited to 
those who are required for the adequate 
instruction of the dental student and the 
development of advanced methods of treat- 
ment by members of the staff. 

What aspects of periodontology should be 
taught in an undergraduate school? Here 
I would say that it should not be limited and 
restricted to those procedures which might be 
carried out in ordinary general practice. At 
the moment general practice is largely limited 
by the fees paid by the National Health Ser- 
vice, with the emphasis on itemization and 
with the diagnosis and treatment of peri- 
odontal diseases relegated to-a very secondary 
and minor role. This largely reflects the 
attitude of mind of an earlier generation of 
dental practitioners, and it must be hoped 
that as the realization of the value of peri- 
odontal treatment spreads throughout the 
dental profession, the financial importance of 
such treatment will accordingly be increased. 
With few honourable exceptions, it must be 
conceded that the level of practice reached 
by a student on qualification is probably 
the highest level he will ever reach, and to 
make the teaching requirements barely mini- 
mal will not greatly assist in raising the level 


of treatment available to the general pop- 
ulation. 

I do not think that it will be giving away 
any secrets if I say that at the recent meeting 
of teachers this problem was discussed, and 
the majority agreed that the following aspects 
of periodontology should be taught :— 

1. Diagnosis of periodontal diseases. 

2. Scaling and instruction in oral hygiene. 

3. Gingivectomy using knives and/or electro- 
surgery. 

4, Pressure packing. 

It was also agreed that periodontal teaching 
should be given early in the clinical course— 
preferably at the same time as instruction in 
conservative dentistry—and that instruction 
should be integrated with all other aspects of 
clinical dentistry and continue during the 
remainder of the clinical years. 

To these I would add the necessity of dis- 
cussing and illustrating the importance of the 
physiology of the masticatory apparatus. The 
first step in teaching a proper appreciation of 
diseases of the mouth, including the perio- 
dontium, is to appreciate the action of the 
neuromuscular mechanism involved in chew- 
ing, swallowing, and talking. I feel that this 
can be done without becoming bogged down 
in the jargon and conflicting theories of 
development and function as propounded by 
various schools of thought in orthodontics. 
At the same time I do not particularly worry 
if this is not taught by a periodontologist, 
providing that its value in the assessment of 
periodontal diseases is made obvious and that 
the student is encouraged continually to look 
at the mouth as a functioning unit. As a 
corollary to this approach I feel that the study 
of occlusal defects in so far as they affect the 
supporting structures of the teeth, and in so 
far as they can be corrected by occlusal 
grinding, should be a necessary part of under- 
graduate teaching. 

To say that the student should only be 
taught “spot grinding”, if by that is meant 
more than the correction of high spots on 
restorations, is really begging the question. 
The term “spot grinding” is largely a mis- 
nomer, and the term “‘selective grinding”’ is 
certainly to be preferred. Whatever may be 
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one’s views upon the importance or otherwise 
of the role played by occlusal trauma in the 
aetiology of periodontal disease, it cannot be 
denied that selective grinding can be of con- 
siderable benefit in providing a smooth working 
occlusion, in overcoming unilateral chewing 
habits, and in the treatment of those temporo- 
mandibular disorders which follow mal- 
occlusion in the young adult patient. 

As such, I consider that the fundamentals 
of bite analysis which are necessary before 
such selective grinding can be carried out 
effectively, and without causing irreversible 
damage, should be taught to the under- 
graduate student. 

The manner in which the fundamentals of 
diagnosis and treatment of periodontal disease 
should be imparted cannot be laid down in 
any dogmatic or categorical manner. Every 
individual has his personal preferences, and 
if I may be said to lean one way or the other 
it is probably in favour of the student carry- 
ing out as much practical work as possible 
and letting the improvement in the patient’s 
condition provide the stimulus for what 
can so easily become a boring and unpleasant 
task. 

In spite of the assured benefits of the recog- 
nized forms of treatment, there are moments, 
however, when doubts and uncertainty cloud 
my horizon and when, in spite of all care in 
treatment, in spite apparently of adequate 
co-operation by the patient, the condition of 
the patient on follow-up begins to show a 
steady deterioration. [ am sure that I am 
not alone in this finding and that the man 
who claims that all his cases invariably 
respond completely to his treatment—treat- 
ment based upon sound pathological principles, 
of course—and never show signs of relapse is 
either very lenient in his assessment of the 
efficacy of his therapeutic measures, or is 
exceedingly stringent in applying the condi- 
tions necessary before treatment can _ be 
instituted in any particular case, to the extent 


oOo 


that the percentage of cases treated i: very : 
small compared with the percentage of cases — 


condemned to extractions. 


In this respect may be mentioned a recent 1 
investigation into the value of arthroplasty — 
of the hip, where it was found that the results _ 
obtained at follow-up by an independent — 
assessor were quite different from those — 
obtained by the surgeon who had carried out — 


the treatment. Typical of the latter approach 
was the instance in which the surgeon said, 
as the cases were being reviewed, “‘Oh, I won't 
include that one, it wasn’t a very good 


result’, and the patient who said, “I told : 


him I was getting on well because I didn’t 
want to disappoint him”’. 

When these moments of doubt occur I feel 
only too strongly how flimsy is the basis upon 
which most of the structure of our treatment 
is erected. How little of the actual pathology 
we know, how little comparable clinical 
material we have, and to how great an extent 
purely subjective observations, without any 
satisfactory objective yardstick, have to be 
used to assess the value of different methods 
of treatment. 

There are large unexplored fields here wait- 
ing for investigation, and it is a welcome 
finding to see the searchlight of dental research 
slowly swinging from its narrow focus on caries 
to include the fundamentals of periodontal 
pathology. The need for this research is great, 
and it is not only in our dental schools, in our 
histolagy laboratories, that such investigations 
can be carried out. Last year our President, 
Mr. Stammers, gave us the results of his field 
work in the assessment of periodontal treat- 
ment as carried out in general dental practice. 
The value of such information is as great as 
it is rare, and there is scope for many similar 
investigations in dental practice, for that is 
where the results of all laboratory investiga- 
tions must inevitably be put to the test and 
where their true value to the community 1s 
assessed. 
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